patient-provider interactions (MacDonald, Rogers, Blakeman, & Bower, 2008; Morgan et al., 2017; Ong et al., 2014; Pulvirenti et al., 2014) .
Goal-setting is an integral component of a person-centered approach to self-management support (Entwistle & Cribb, 2013) . In line with this approach, it is argued that goals should be set collaboratively, whereby patients and health professionals work together to define problems, negotiate goals, develop actions plans, and problem solve, rather than patients being told what their goals should be (Bodenheimer, Lorig, Holman & Grumbach, 2002) . Inherent in this approach is the leveling of authority between patients and health professionals and the valuing of the person's own knowledge and experiences of their health (Entwistle & Cribb, 2013) . Greater collaboration is reported to promote greater goal alignment between health professionals and patients, increase patients' sense of control over their condition, and increase the likelihood that goals will be achieved and sustained (Bodenheimer & Handley, 2009; Coulter et al., 2015) .
The terms goals and goal-setting are widely used and discussed in the chronic condition literature. Yet these terms are not clearly operationalized or defined, with variations on definitions cited in the literature (e.g., Barlow et al., 2002; Lorig & Holman, 2003) . The World Health Organisation (2004) defines a goal as "a general or specific objective toward which to strive; an ultimate desired state toward which actions and resources are directed" (p. 27). The World Health Organization's (WHO) definition (see also Locke & Latham, 1990) suggests goals are expressed explicitly. Other authors (e.g., Vermunt et al., 2018) point out the limitations to this definition. Patients' goals might be expressed explicitly through statements such as "my goal is . . ." or made explicit through expressions of wants or expectations. Yet goals might also be expressed implicitly and relate to nonmedical concerns such as managing social roles and relationships (e.g., caring for family), identity (e.g., maintaining a sense of purpose), emotions (e.g., anxiety and stress), and practical challenges (e.g., meal preparation). Implicit goals might be more personally relevant to patients, but they are also more difficult to recognize, operationalize, and measure (Bodenheimer et al., 2002; Lenzen, Daniëls, van Bokhoven, van der Weijden, & Beurskens, 2015) . Implicit goals are not typically recognized in quality outcome frameworks (Blakeman, Bower, Reeves, & Chew-Graham, 2010) . Therefore, in practice, explicit, concrete, and measurable goals (e.g., biomedical and lifestyle/behavioral) that are often health-professional-led may be privileged (Morgan et al., 2017) , while some of the more implicit, nonmedical goals of patients are marginalized (MacDonald et al., 2008; Vermunt et al., 2018) .
Opportunities for patient participation in goal-setting are subject to individual and structural constraints (Franklin, Lewis, Willis, Bourke-Taylor, & Smith, 2017) . Health professionals, for example, are influenced by their professional background, training, and the "common-sense strategies" they develop over time (Chatwin et al., 2014) . The ideas health professionals have around individual responsibility, their duty of care, and approach to risk management can also affect their willingness to collaborate with patients (Ellis et al., 2017; Levack, Dean, Siegert, & McPherson, 2011; Mudge, Kayes, & McPherson, 2015) . Opportunities for involvement may also be constrained by the structured and routinized nature of patient-provider encounters, which can constrain the use of interactional slots by health professionals where patients are given space to offer new and relevant symptoms (Chatwin et al., 2014) .
Patients also vary in the extent to which they want to actively participate in setting goals, and their preferences might change over time. Some patients prefer not to actively participate. Patients' capacity for involvement might be constrained because of, for example, low health literacy, socioeconomic disadvantage, or previous experiences with the health care system (van de Bovenkamp & Dwarswaard, 2017; Dubbin, Chang, & Shim, 2013; Scambler, Newton, & Asimakopoulou, 2014) . Patients might not ask (the "right") questions or share information that health professionals perceive as relevant to goal-setting (Ritholz, Beverly, Brooks, Abrahamson, & Weinger, 2014; Schoeb, 2014) .
Despite the increasing focus on goal-setting within the context of chronic care management, the interactional mechanisms of how goal-setting occurs remains a critical but less studied aspect of goal-setting. There has been a research focus on participants' perceptions of goal-setting but less attention to examining the practice of goal-setting. Studies that have examined how goalsetting occurs are mostly in rehabilitation settings, where goals are orientated toward recovery within specific time frames (Barnard, Cruice, & Playford, 2010; Hunt, Le Dorze, Polatajko, Bottari, & Dawson, 2015; Hunt, Le Dorze, Trentham, Polatajko, & Dawson, 2015; Parry, 2004; Schoeb, 2014 ). Yet self-management for chronic conditions is ongoing and long term. This study aims to examine how goal-setting is shaped by interactions between people managing a chronic condition and their health professional during routine consultations for chronic care management. A fine-grained examination of how the interaction unfolds will assist with understanding how goals are constructed between patients and health professionals in chronic care management. This type of nuanced understanding is important if the ideals of person-centered care are to be more fully adopted in this context (Entwistle & Cribb, 2013) .
Method and Analysis
To investigate how goal-setting is shaped in patienthealth professional interactions, we designed a qualitative research project. The broader project involved observations of consultations for chronic care management between patients and their health professionals, and follow-up in-depth interviews with patients and health professionals. In this article, we focus on data from the observations because we wanted to examine the practice of goal-setting and the interactional styles displayed by participants in their interactions with each other (Parry, 2004) . Symbolic interactionism theoretically orientates our inquiry. This approach is suited to understanding social interaction at the micro-level and reveals how meaning is formed and modified (individually and collectively) through interactions between participants and how individuals' interpretations then shape their actions (Handberg, Thorne, Midtgaard, Vinther Nielsen, & Lomborg, 2015) .
Patient participants were included if they had obesity, type 2 diabetes mellitus (T2DM), and/or chronic obstructive pulmonary disease (COPD), and were attending a scheduled, routine consultation with a health professional for the purpose of chronic condition management. These conditions were chosen as exemplars due to their chronicity, "lifestyle" risk factors, requirements for self-management, and because people with these conditions have frequent and ongoing interactions with a range of health professionals.
Purposive sampling was used to include health professionals and patients with diverse experiences and backgrounds (e.g., different types of health professionals, across different settings, and patients who had been living with their conditions for different periods of time). Health professionals were recruited first through email invitation, to ensure access to matched pairs of patients and health professionals. Patients were recruited through health professionals who agreed to participate in the study. After being informed of the study by the health professional or clinic staff, patients who expressed an interest in the study were then approached by the researcher in the waiting room and provided with a participant information sheet outlining the purpose of the study and what participation involved. Ethics approval was granted from a local health district and university human research ethics committees.
Observations of 34 consultations between patients and health professionals were conducted between December 2015 and April 2017, at various health care sites in Sydney, Australia. The consultations observed were between patients and health professionals engaged in scheduled, routine consultations for the purpose of managing the patient's chronic condition and conducted within the usual clinic setting. Where possible, follow-up observations were conducted on two more occasions at regular scheduled appointments, to capture if and how interactional style changed over time. Six patients were observed on three occasions, five on two occasions and six on one occasion. Most consultations were conducted by M.F., with two observations conducted by another research team member. Consultations were audio recorded and transcribed verbatim. Observers used an observation schedule and took field notes during the observations to record nonverbal and contextual information. We drew on the Calvary Cambridge Guide (Burt et al., 2014 ) and Spradley's (1980) dimensions of social situations to record information about the physical space, body positioning, activities undertaken, objects used, and feelings expressed nonverbally.
As in all qualitative research, the presence of the researcher is likely to shape the interaction. However, steps were taken to minimize the possible impact, including the observer sitting in an unobtrusive location, and fully disclosing the reasons for observer's presence during the consent process.
We were guided in our analysis by the analytical approach used by , which draws on the principle from applied conversation analysis (CA) that interactions are connected in turns and sequences of actions Ten Have, 2007; Thille, Ward, & Russell, 2014) . Applied CA provides a systematic way to analyze the turn-by-turn construction of meaning between participants in a conversation (Barnard et al., 2010; Heritage & Maynard, 2006) and has been widely applied to medical interactions (e.g., Heritage & Maynard, 2006; Parry, 2004; Stivers, 2005) .
The first step to data analysis was to identify interactional sequences related to aspects of goal-setting. Goalsetting is a circular process that occurs over time and includes a number of different steps: identifying the problem, goal negotiation, problem solving, action planning, and review. Identification of these sequences occurred through repeated readings of full transcripts by M.F. and S.L. for familiarization with the data and note taking on different aspects of talk related to the sequences. Further analysis was conducted on these sequences of goalrelated talk in which interactional patterns and differences were identified regarding health professionals' lexical choices (e.g., use of modal operators-"should" vs. "could," "must" vs. "might"; partnership talk-"we," "let's"), interactional strategies (e.g., directing, interpreting, reflecting, exploring, and negotiating), turn-taking and turn design (the way questions were asked, how information was presented or requested), use of openings (e.g., open questions or nonconstraining utterances) or closings (e.g., questions limiting patient contribution), and the consequences of these actions (e.g., response styles). It was from these patterns and differences that characteristics of interactional styles were generated.
Findings

Overview of Participant Characteristics and Interactional Styles
Seventeen pairs of patients and health professionals (e.g., dieticians, physiotherapists, general practitioners, clinical nurse consultants, specialists, and a pharmacist), comprising 15 patients (seven women and eight men, aged 46 to 81 years) and 11 health professionals (seven women and four men, with 5 to 25+ years' experience) participated. In all consultations, more than one chronic condition was discussed. Five patients attended with another family member, and in one pair, a husband and wife were both patients in the consultations.
Most of the interactions occurred within preexisting and ongoing patient and health professional relationships. Relationships varied from two patients attending their first consultation with the health professional to relationships spanning over 20 years. Length of consultations also varied from approximately 20 minutes to 2 hours for the couple attending together. Length of the consultation, type of health professional, or setting did not appear to predict the interactional style identified in our findings.
Our findings reveal that, across our sample of diverse patients and health professionals, interactional style in patient-provider interactions shapes the goals for selfmanagement. The interactional style used by health professionals influenced how goals were presented or elicited, the degree to which goals were negotiated, and whether opportunities for patients to express goals were constrained or enabled. We found three distinct patterns of interactional styles, which we describe as controlled, constrained, and flexible. We describe them in this way to reflect the level of control of the agenda and the extent to which goals were shared between health professionals and patients, and to show that interactional style occurred on a continuum. Most interactions were controlled (n = 13) or constrained (n = 14) with seven instances of the flexible interactional style. We describe the characteristics of each interactional style using extracts from the consultations and show how negotiation remained largely the domain of the health professional.
Controlled Interactional Style
In controlled interactions, health professionals led the discussion and determined the problem, the goal, and the action that should be taken by patients. Health professionals relied primarily on biomedical reference points (e.g., blood results, function) to frame the problem. Goals were rarely named as "goals," and were instead presented as directives or imperatives; that is, as a requirement the patient must do to control their condition. Use of strong modal language (e.g., "You need to"), repetition of goal directives, and sequential language (e.g., "first" "second," "let's continue") limited interactional opportunities for patient participation. Health professionals did not use openings to elicit patients' goal preferences. Patients responded to health professionals in one of two ways. In four consultations, patients orientated toward the interactional style of the health professional through, for example, expressing a clear alignment with the directives of the health professional (e.g., "That's what I want"). More commonly, however, patients indicated they agreed in principle with the goal of the health professional (e.g., "Yes, I know I need to lose weight"), without intent to enact the goal being determined. Patients also deferred agreement by introducing their own knowledge (e.g., "It's too hard because") or by the use of a minimal (passive) response (e.g., "Yeah, hmm").
Some of these characteristics were evident in the consultation between a 72-year-old man with all three conditions, and his health professional, a specialist in a private clinic. To establish and control the agenda and what topics would be discussed, the health professional used sequential language to signal to the patient what topics she would like to discuss (e.g., results and medications), and in what order, before addressing problems the patient wanted to discuss. Controlling the agenda in this way made it harder for the patient to introduce topics to the conversation, and his topics were held over to the end of the consultation.
Referencing medical tests and limiting questions to symptoms also restricted the opportunity for the patient to contribute to defining the problem and confined goals to biomedical goals. The health professional used lexical choices to situate the problem within her control and knowledge (see extract that follows) rather than explore the patient's perspective. She uses "partnership talk" (e.g., "we can"; Robertson, Moir, Skelton, Dowell, & Cowan, 2011, p. 90) , discursively, as a strategy to strengthen her case for what the goal should be and secure agreement from the patient, rather than inviting the patient into the goal-setting process: The patient orientates toward the health professional's interactional style by agreeing with the weight loss goal, limits his responses to the information requested by the health professional, and confirms her statements of fact.
In most cases, however, patients did not orientate toward the interactional style of the health professional nor align with their goal directive. This is illustrated in a consultation between another health professional, working in a private practice, and a 56-year-old woman with multiple chronic conditions. The health professional begins with an open question to the patient but immediately closes the opportunity for her to respond by referencing her recent blood tests: "Okay. How have you been? You had some blood tests done recently." This health professional also uses sequential language to maintain the agenda, used here to shift from "results" to "exercise," which was a goal directive the health professional had given the patient in a previous consultation. The patient tries to become more active by inserting turns to state her concerns and give more information that was not directly requested by the health professional. However, her actions do not shift the interactional style of the health professional from directive to more collaborative. Instead, the health professional uses strong modal language (e.g., "I want you to") to shift the patient's focus away from concerns about weight gain around her stomach, toward the goal of walking to increase function and blood flow. Rather than negotiate with the patient, the health professional emphasizes (repeats) the goals of function, blood flow, and exercise. The health professional works toward securing agreement on these goal preferences by asking why the patient finds walking hard. Alternative ways to engage in physical activity or goals related to the patient's concerns are not explored: While the patient initially shows indirect nonacceptance to the goal of walking, by elaborating on her difficulties and worries, toward the end of the consultation, she indicates an alignment with the goal directive to walk: "Yeah, I've got to start." The health professional takes this as a signal that the interactional tensions have been resolved, and he closes the sequence by shifting to the next topic.
In all controlled interactions, goals were constructed by health professionals and were restricted to biomedical or lifestyle behavioral goals. Directive turns and patterns of communication were used by health professionals to achieve agreement from the patient without negotiation and usually without absolute acceptance or commitment by the patient established. Consequentially, patients aligned (although to differing degrees and in different ways) with the authority and expectations of the health professional, but intent to enact the goal was not determined.
Constrained Interactional Style
Constrained interactions were characterized by health professionals "steering" patients toward goals preferred by health professionals (Quirk, Chaplin, Lelliott, & Seale, 2012, p. 103) . Unlike in the controlled interactions, health professionals' interactional style was not fixed. Their style shifted between being more and less directive throughout the consultation. In attempting to be more collaborative, they softened strong modal language by using this language in combination with lower modal language (e.g., "I think you could"), framed recommendations as optional rather than imperatives (e.g., "What do you think?"), and provided openings and modified recommendations in response to patient information. However, health professionals also used strategies that constrained patient participation and steered patients toward health professionals' goal preferences, which, similar to controlled interactions, were biomedical and behavioral goals. These strategies included shifting topics away from patients' experiences toward biomedical issues through narrow questioning and filtering information given by patients. This meant that negotiation was orientated toward goals that reflected the health professionals' priorities rather than what the patient valued. As with the controlled interactional style, patients did not always agree with the goals proposed by health professionals. However, unlike in the controlled interactions, health professionals did negotiate to make the goal more acceptable to patients.
Indicative of a constrained interaction is the consultation between an allied health professional in a public clinic and a man, aged 64 years with COPD. The first extract highlights how unlike in the controlled interaction, both patients and health professionals could raise topics in question/answer style turns. The health professional does open the conversation up for the patient to discuss depression and the pressures he experiences at work but limits the space afforded to the topic by cutting the patient's turn short and shifting the discussion away from his experience of pressures at work to a physical symptom of his COPD. This helped to legitimize a shift from the psychosocial to the medical: Although the health professional provided an opportunity for the patient to talk about his most pressing problem, the health professional does not explore this issue and returns to concerns about the patient's chest. The patient aligns with the health professional's perspective and authority, which enables the health professional to steer the goals toward the biomedical and limit the scope to relate to exercise. The patient stays within these boundaries and provides the goal "to run again." The patient's concerns related to emotional and social issues such as work pressures, family, aging, and grief are not discussed nor how these contextual issues might restrict the patient from achieving the goal to run. Similar strategies are used by another health professional in an interaction with a man, aged 54 years, with DMT2 and obesity. This interactional sequence begins with an open question from the health professional to which the patient responds by stating "no exercising." Rather than use the patient's disclosure to explore possible barriers to exercising, the health professional's lexical choice of "anyway" signals the discussion will be moving on. The patient continues and expands on why he has not been exercising. While the health professional acknowledges what the patient says, she shifts the topic to diet and asks him about his diet goals, narrowing the context of the goal question: The health professional asks the patient about his goals but embeds this within a triple barreled question sequence. In response, the patient does not provide an explicit goal but refers to his caring responsibilities and time limitations, building a divergent but related narrative. This interactional pattern continues until the health professional becomes more directive in style and uses stronger language to put boundaries on the discussion: "It's about what you're doing. I want to know what you're doing for you." The patient responds by restricting information and questions to diet. He talks about "eating too much fruit." The health professional sees this as an opportunity for goal-setting and draws on this information to orientate the goals to reducing portions and weight loss ("reduce fruit from four pieces to two"). Only passive agreement is given by the patient, and intent to follow through on this goal is not determined.
Patients are invited to present their own goals in the constrained interactions. However, health professionals use their turns, language choices, and questions to prioritize goals related to biomedical or behavioral matters, rather than goals that might be more relevant to patients in their day-to-day life. Health professionals selected and edited patients' information enabling goal-setting to be best aligned with their approach. While this style had features of more collaboration, with patients asked to contribute to setting goals, patients' opportunities for participation are constrained by health professionals. When negotiation occurred, it was mostly used as a way for health professionals to shape patients' goal preferences toward their own goal preferences.
Flexible Interactional Style
The flexible interactional style was the least common style and occurred when both patients and professionals participated in, and contributed to, defining the goal and actions to be taken. Here, health professionals created more interactional slots for patients than in the other two styles. This allowed patients to have more autonomy in contributing to goals and action plans. Health professionals shared turns with patients, used open questions, and lower modal language (e.g., "what about" rather than "I think"). They incorporated patients' language when referring to goals and let patients have the final say. At times, patients did not accept health professionals' suggestions. However, unlike the other styles, health professionals responded by engaging in problem solving about alternative ways to achieve goals. Health professionals did at times use directive turns, yet this was more balanced than in the other styles. Patients had more autonomy over goal-setting than was evident in the controlled and constrained interactional styles.
A consultation between the patient, aged 72 years with all three conditions (referred to above interacting with the specialist in the controlled interactional style), and an allied health professional, was characteristic of a flexible interactional style. These contrasting consultations between this patient and two different health professionals demonstrate how health professionals' actions shape negotiation. In each instance, the patient aligns with the interactional style of the health professional. In the following extract, goals set are personally meaningful to the patient, and the health professional uses language to clearly identify the goals as his: Negotiation occurs throughout the interaction. In the next extract, the health professional uses her turns to negotiate with the patient to stop using the weight loss supplement, Optifast. We can see here that she acknowledges the patient's preference, and the final decision is positioned as his:
Health professional: I mean people do use this Optifast like you're using it, you know ongoing if they want to, but you can also use it intermittently. So if you're sick to death of it, we can get you off it?
Patient: I'm quite happy with it. While health professionals engage in interactional work to encourage patients to take up the preferences of health professionals, patients' preferences are incorporated into goal-setting. The process of negotiation is evident in flexible interactions, and there is more collaboration between the patient and health professional than in the other interactional styles.
Discussion
Our data indicate that health professionals' interactional style is important in shaping opportunities for collaboration and negotiation of goals. Occurring on a continuum, with some overlap of features, we identified three distinct interactional styles in patient-professional encounters: controlled, constrained, and flexible. Although the actions of both patients and health professionals shape the interaction, we argue it is health professionals' interactional style that primarily determined what goals are valued and legitimized in the interaction, and the extent to which interactions are collaborative and person-centered. Findings contribute to understanding the practice of goal-setting by highlighting the ways in which the nuanced interactional work of health professionals orientated patients toward particular self-management goals, and (in most instances) restricted opportunities for patients to negotiate on other goals related to living well with their condition/s.
Regardless of interactional styles, health professionals appeared to retain authority in the goal-setting process. However, in flexible interactions, patients and professionals exhibit a collaborative approach. The flexible interactional style appears more consistent with the ideals of person-centeredness than the other two interactional styles we have identified. In flexible interactions, health professionals' use of lower modal language, open questions, and active engagement of patients in problem solving increased the space for patients' participation. By contrast, in the controlled and constrained interactions, opportunities for collaboration were thwarted by health professionals' use of strong modal language, narrow or bounded questions, prioritizing biomedical and/or behavioral information over psychosocial and contextual information, and overreliance on biomedical references (e.g., blood results, function, symptoms) for establishing problems. In most interactions, the broader aspects of patients' experiences are not incorporated into goal-setting. This undermines the premise of goal-setting, which is promoted as a mechanism for health professionals to engage with patients' psychosocial needs and social context to support individuals in what matters most to them to live well with their condition/s (Morgan et al., 2017) .
Mostly, health professionals used communication strategies to orientate goal-setting toward compliance with treatment and lifestyle recommendations, and away from broader issues related to self-management. This reflects tight boundaries around what health professionals consider "good" self-management (Ellis et al., 2017; Morgan et al., 2017) . Furthermore, exclusion of goals developed from patients' problem talk (e.g., full-time caring or work stress) neglects the emotional, social, and structural barriers to people being able to enact goal directives for disease control given by health professionals (Bodenheimer et al., 2002; Ellis et al., 2017; Morgan et al., 2017) .
Individuals might also experience competing priorities with their self-management, and differ in their capacity to manage well due to economics, education, gender, and ethnicity (Audet, Dumas, Binette, & Dionne, 2017; Morgan et al., 2017 ). An approach limited to disease control and compliance emphasizes an individual's responsibility over their condition. This approach fails to consider the differential capacity of individuals, that people interpret and apply health information differently, and that their circumstances and goals change over time (Audet et al., 2017; Morgan et al., 2017; Ong et al., 2014; Thille et al., 2014) .
The constrained and flexible interactional styles indicate health professionals are engaging in some of the transition work (Morgan et al., 2017; Ong et al., 2014) required to shift from a more directive to collaborative approach (Bodenheimer et al., 2002; Ellis et al., 2017; Mudge et al., 2015) . In these interactions, interactional slots are created for patients to indicate (either explicitly or implicitly) their preferences and priorities. However, it was the different ways in which this information was sought and selected by health professionals, which shaped the construction of goals. To progress the transition toward a more personcentered, collaborative approach, we suggest that health professionals give greater consideration to patients' peripheral narratives reflecting their lived experience (Chatwin et al., 2014) , and treat expressions of indirect disagreement as both the patient's desire to participate and as an opportunity to understand patients' perspectives (Barnard et al., 2010; Ijas-Kallio, Ruusuvuori, & Perakyla, 2010; Lindström & Weatherall, 2015) . These interactional features might help open up goal-setting interactions to become more equitable and enable patients to set goals that reflect their own values and preferences Morgan et al., 2017) . Possible reasons that health professionals might shift goals away from the social to the medical may be inexperience, lack of training, or knowledge on what external supports are available Hunt, Le Dorze, Trentham, et al., 2015; Parry, 2004) . Further training and linking with allied health or nonmedical services could assist health professionals when providing tailored self-management support.
The context in which interactions occur is important. Consultations were mostly in public health settings influenced by governance arrangements, connected to quality outcome frameworks and payment systems linked to disease control (e.g., care plans), which also included dispersed care arrangements for self-management support. Working within this context may have constrained the health professionals in our sample from taking a broader approach to goal-setting.
Our findings are based on a relatively small sample of matched patients and professionals in Australia, although patients with a range of conditions and various health professionals from different settings were included. While the interactional styles uncovered in this research appeared in general to transcend diagnostic, illness experience, professional or other demographic factors, further research would assist in confirming whether findings are transferable to other conditions and different settings. Further research considering health professionals' role and goal types will help establish whether style differs by health professionals' role or whether a flexible style only occurs when patients' goals reflect health professionals' goals. We acknowledge that the nuances of interactions and the way in which goal-setting occurs over time might not have been fully captured. Future longitudinal research and more specific examination of patients' interactional styles would be beneficial to understanding how this process unfolds over time. The use of audiovisual recordings in future studies could assist with minimizing any effects of an observer being present during the consultation. While we draw attention to features in an interaction that shaped the construction of goals, further research may determine whether interactional styles influence another important aspect of person-centered care-the therapeutic relationship, and any relationship between interactional styles and the enactment of self-management. As interactions are situated encounters (Robertson et al., 2011) , further consideration of how goal-setting intersects with wider contextual parameters is also warranted.
Conclusion
Addressing a key research gap in how goal-setting occurs in encounters for management of chronic conditions, we demonstrate that health professionals' interactional style shapes goal-setting. In our study, interactional styles vary in opportunities for collaboration and are consistent throughout the interaction and over time. These interactions are primarily orientated toward biomedical and behavioral goals. This represents a narrow definition of what are considered legitimate goals for self-management. Self-management support including goal-setting remains a dominant feature in health policy despite no consensus on the best way to engage in goal-setting for self-management. Our findings suggest that interactional style of health professionals could be the focus of interventions that aim to increase the effectiveness of goal-setting.
